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OneCare Vermont
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A Founded in 2012

0)
0)

Pioneered concept of representational governance by provider type

Offered shared savings if earned as a equal split between primary care and hospitals/othe
providers

A Multi-Payer

0)
0)
0)

o

In year 5 of MSSP (Medicare Shared Savings Program)
In year 4 of XSSP (Commercial Exchange Shared Savings Program)

In year 4 of Medicaid programs (first year of Vermont Medicaid Next Generation after 3
years in Vermont Medicaid Shared Savings Program )

Current total attribution of approximately 100,000 lives

A Statewide Network

O O o o o o

o

Hospitals of all types (tertiary/academic, community acute, critical access, psychiatric)
FQHCs

Independent physician practices

Skilled Nursing Facilities

Home Health

Designated Agencidar Mental Health and Substance Abuse

Other providers
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Board of Managers

Community Hospitat PPS (Prospectiieayment System)

CommunityHospitalg Critical Access Hospital

FQHC

FQHC

Independent Physician
Independent Physician
SkilledNursing Facility
HomeHealth

Mental Health

Consumer (Medicaid)
Consumer (Medicare)
Consumer (Commercial)
Dartmouth-HitchcockHealth
Dartmouth-HitchcockHealth
Dartmouth-HitchcockHealth
UVM Health Network

UVM Health Network

UVM Health Network

OneCareVT.org

=

N

Jill BerryBowen- CEO Northwestern Vermont Health Care
Claudidrort- CEO North Country Hospital

Kevin Kelley CEO CHSamoille Valley

Pam Parson€xecutive Director Northern Tier Center for Health
LorneBabb, MD- Independent Physician

Toby Sadkin, MBIndependent Physician

JudyMorton - Executive Director Genesis Mountain View Cir.
Judy PetersonCEO VNA of Chittenden/Grande Isle Counties
Mary Moulton- CEO Washington Country Mental Health
Angela Allard

Betsy Davis Retired Home Health Executive

John SaylesCEO Vermont Foodbank

StevelLeBlane Executive Viceresident

Kevin Stone Project Specialist for Accountable Care

Joe PerradylD - CEO Mt. Ascutney

Stevel effler, MD- Chief Population Health Officer

Todd Keating Chief FinanciaDfficer

JohnBrumsted, MD Chief Executive Officer
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OneCare Vermont Highlights %0§
N

A Highlights
o Nationally prominent size and network model since inception
0 Proposed and structured the idea of mypi@yer alignedshared Savings ACi@%/ermont
0 FirstACO in Vermont to contract with full continuum of care
o Proposed idea of stronger, more structured commuiitylaborativesreceivedmulti-year State

Innovation Modelgrant funds and partnered witBlueprintand other ACOs to implement

Led vision and business plan &nbracing riskand supporting Vermont All Payer Model

One of 25 ACOs nationally approved in first application cycle for the Medicare Next Generation Progr:
Designed and negotiatedermont Medicaid Next Generation with DVHA with many advanced elements
Constructive participatiom every major initiative/collaborative affecting healthcare in Vermont

Very strong quality improvement trackcord and reduced variation on total cost of care and utilization
Advancednformatics already in placand in deployment to the field

A Setting Course for 2018

Medicare Next Generation refreshed application
Active negotiations with BCBSVT on-bsked Commercial ACO Program for 2018
Process for renewing foear 2 of VMNG with DVHA

2018 GMCB Budget

U Includes riskbased program targets, payment models, refanmestments ACO operational budget, and risk
management approach

U Will include strong primary care and communiigised provider support

© O 0o 0O O ©O

© O O O
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2018 Budget Accomplishes Much %;//Q;é
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V All Payer Model

A Big step toward vision and scale of Vermont APM

V Hospital PaymeniReform

A Prospective population payment model for Medicaid, Medicare, and Commercial

V  Primary Care Support/Reform

A Broadbased programs for all primary care (Independent, FQHC, HeSptaated)
A More advanced pilot reform program offered for independent practices

V CommunityBased Services Support/Reform
A Inclusion of Home Health, DAs for Mental Health and Substance Abuse, and Area Agencies on Aging
complex care coordination program
V Continuity of Medicare Blueprint Funds (Former Medicare Investments under
MAPCR; Multi-Payer Advanced Primary Care Program)
A Continued CHT, SASH, PCP payments included for full state

V Significant Movementoward True Population Health Management
AwAraS+¢e oF YIF22N) FSIFGdzNBkLI NOYSNI AY hyS/ | NBQa
AsArasSlrasS YR awAaAy3a wialé alyl3aASYSyid ovdzZ RN} Y
A Complex Care Coordination Program (Quadrants 3 and 4)
A Advanced informatics to measure and enable model
A Rewarding quality

OneCareVT.org 8
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Providers in Key Point: Network Participation Changes Prior to
Network 2018 Could Ripple Significantly Through the Plan

Payer Programs

Attribution
Projections

Program Target
Trends/Forecast

Risk
Management
Approach

Cascading and Payer

ACO Operational

. Support/Other
Highly Interrelated Spehses ACO Revenues
Model ACO Payment

Reform and PHM*
Investments

Full Revenues
and Expenses
Model

*PHM = Population Health Management

OneCareVT.org



2018 Risk Network Communities
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Hospitals with Employed Attributing Physicians

ﬂ Significant Attribution from Community Physicians
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ASeven Vermont Communities
0 Bennington

Berlin

Brattleboro

Burlington

Middlebury

St. Albans

o Springfield

O O O O O

APlus Lebanon, New Hampshire
for BCBSVT program

ALocal hospital participation in
all communities (required)

AParticipation of other providers
In each Vermont community
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2018 Risk Network as of Budget Submissi
-

Hospital SWVMC CVMC
FQHC Declined Declined
Independent 6 Practices 1 Practice
PCP Practices
Independent 5 Practices 4 Practices
Specialist
Practices
Home Health VNA & Hospice Central VT
of the Home
Southwest Health&
Region; Bayada  Hospice
SNF 2 SNFs 4 SNFs
DA United Washington
Counseling County
Service of Mental
Bennington Health
County
All other 2 other 1 other
Provides providers provider
(# of TINS)

N/A

2 Practices

1 Practices

Bayada

3 SNFs

NA

1 (Brattleboro
Retreat)

UVMMC

CHCB

14 Practices

21 Practices

VNA
Chittenderd
Grand Isle;
Bayada

3 SNFs

Howard
Center

2 other
providers

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

2 Practices

5 Practices

Addison
CountyHome
Health &
Hospice

1 SNF
Counseling
Service of

Addison
County

NA

Note: AAAs contracted members of network but do not do traditional medical billing and therefore are not formally sufiiNstédour risk network

OneCareVT.org

NWMC
NOTCH SMCS
4 Practices NA
4 Practices NA
Franklin N/A
County Home
Health &
Hospice
2 SNFs 1 SNF
Northwestern Health Care
Counseling & and
Support Rehabilitation
Services Services of
Southeastern
Vermont
NA 1 other
provider
11



OCV 2018 Program Summary

Medicare A Modified Next Generation Medicare A 100% or 80% Risk Sharing Percentage
ACO Program under APM (MMNG) (Our Choice)
5% to 15% Corridor (Our Choice)
A Budget assumes minimum model risk
on TCOC which is 4% (= 5% * 80%)

Medicaid A Vermont Medicaid Next Generation A For 2017: 100% Risk Sharing
ACO Program (VMNG) Year 2 Renewal Percentage on 3% Corridor
A Budget assumes continuity of that
model at 3% on TCOC

Commercial A Move Exchange Shared Saving Progi A In discussion foB0% Risk Sharing
(XSSRp 2-sided Risk with BCBSVT Percentage on a 6% Corridor
EXChange A Budget will apply that draft model for
total maximum risk of 3% on TCOC (=
6% * 50%)

Glossary:

Risk Sharing Percentage = Percentage of savings or losses received by ACO within Corridor

Corridor = Maximum Range of ACO Savings and Losses (Payer covers performance outside of Corridor)
TCOC = Total Cost of Care

OneCareVT.org 12



Network Attribution Model
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Service Area Medicare Medicaid BCBSVT TOTAL
_ 6,244 5,748 3,720 15,712
Bennington
_ 6,077 6,790 5,310 18,177
Berlin
2,345 3,895 1,869 8,109
Brattleboro
_ 17,306 24,053 17,290 58,649
Burlington
0 0 2,703 2,703
Lebanon
_ 3,637 4 261 3,382 11,280
Middlebury
o 2,430 5,112 2,624 10,166
Springfield
4 575 4733 3,042 12,350
St. Albans
42 614 54,592 39,940 137,146

OneCareVT.org
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Budgeting 2018 Program Targets

Target Budget Methodology

MEDICARE MEDICAID BCBSVT
2016 Base Actual 2016 Base Actual 2016 Base Actual

Medicare Spend Medicaid Spend BCBSVT Spend

Trended from 2016 to 2017 based on:

OCV Medicare BCBSVT 2017 QHH
2015 to 2016 zgiiji?#?e?lgv Rate Filing
Actual Trend Medical Trend

adjusted with adJUSted.Wlth adjusted with

. Actuarial .
Actuarial Guidance Actuarial
Guidance Guidance

Trended from 2017 to 2018 based on:

20142016 OCV BCBSVT 2018 QHP
Actual Trend Rate Filing Medical
adjusted with Trendadjusted with

Actuarial Guidance Actuarial Guidance

APM Medicare
One¢t AYS adC
of 3.5%

Medicare
Adjustment for
Blue Print Funds

2018 Projected
OCV Population

Combined Target

OneCareVT.org

$411.9M $170.7M $125.9M

+$7,762,500

$764.4M
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Risk Management Model 9
NN

A Participating Hospitals t@earthe Risk under OneCare ACO Programs
o Current OneCare model hasS NJJA OS | NBIF Q& a1l 2YS | 2aLIAGlrte o4
community) bearing the risk for the spending target for its loeattyibuted population
o Otherproviders NOT at risk (e.g. FQHCs, Independent practices, other community providers
A . dzRISG ! aaxddyYSéa taS NEMNRNIPbgyadSat 20O wA &
level
o i.e. OneCare exactly meets targets on all programs
o {2YS LINZPINIYa& KIDFS GdzLJ TNRy(G¢ RAaO2dzyida I LI
o WAA] Kz2aLWAGlt LI e&yYSyida | NB az2dsaNDOS 2F az2yY$sS a2
coverage; hospitals will need to generate savings to do well under fixed payments received

A OneCare Risk Management Support
o0 Risk declines (diversifies) with participation in multiple programs across Medicare, Medicaid, and
Commercial populations

o OneCare provides analysis and formal actuarial review to ensure program targets are understood
and acceptable

o0 OneCare to provide reinsurance program to limit risk from very high utilization year overall and/or
much larger number of very high cost cases

o WorkBenchOne analytic tools to (i) identify areas of opportunity and (ii) understand risk
performance throughout the year

o Community support and facilitation of clinical and quality models associated with high value,
prevention, and avoidance of waste

OneCareVT.org 15
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2018 Operations Budget Summary

Category SubCategory Budgeted Expense Percent of
Operations Budget

Personnel Finance and Accounting $840,144 6.7%
ACO PrograrStrategy $465,640 3.7%

Clinical/Quality/Care $2.560.416 20.5%

Management

Informatics/Analytics $1,332,012 10.7%

Operations $1,149,066 9.2%

SUBTOTAL PERSONNEL $6,347,277 50.8%

VITL Data Gateway $900,000 7.2%
Other $1,586,312 12.7%
Contracted Services Reinsurance $1,500,000 12.0%
Other Contractedervices $1,074,465 8.6%

TOTAL EXPENSES $12,492,735 100.0%

OneCareVT.org 16



PHM/Payment Reform Progranmvestments

Program
Basic OCYPMPM for Attributing Providers  $
Complex Care Coordination Program
RiseVT Program
CHT Funding Risk Communities
CHT Funding NeRisk Communities
SASH Funding Risk Communities

$
$
$
$
$
SASH Funding NeRisk Communities $
PCP Payments Risk Communities $
PCP Payments NeRisk Communities $
Value-Based Incentive Fund $
PCP Comprehensive Payment Reform Pilot $

$

Total

OneCareVT.org

2018Investment
5,348,694
7,580,109 -
1,200,000

J 1

1,746,360
772,538
2,417,942
852,012
1,319,336

654,313

29,250,563

=
e

0

Z0

Supporting Primary Care and
CommunityFocused
Elements of PHM Approach

Supporting Blueprint for Health
Continuity and Ongoing
Collaboration with ACO Model

Rewarding High Quality

Supporting True Innovation in
Independent PCP Practices
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2018 Budget Revenues and Expenses
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Revenues ACOPayer Targets $764,430,113
PayerProvided Program Support $9,658,176
RiseVTransformation Support $1,200,000
State HIT Support $3,500,000
Grants and MSO Revenues $371,851
TOTAL REVENUES $779,160,140
Expenses

Health Services Spending (Payer Paid FFS)

$289,626,898
Health Services Spending (OneCare Paid
Fixed/Capitated Payments)

$447,789,945
Operational Expenses $12,492,734
Population Health Management/Payment $29,250,563
Reform Programs
TOTAL EXPENSES $779,160,140
NET INCOME

$0
OneCareVT.org
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Improving Population Health Outcomes
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Population Based Healtkbare Approach
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» 44% of the population > 40% of the population

» Focus: Maintain health through preventive care » Focus: Optimize health and self-management of
and community-based wellness activities chronic disease

» Examples:
* Rise VT primary prevention program
¢« PCMH panel management
* Wellness campaigns (e.g. 3-40-50, health
education and resources, wellness
classes, parenting education)
* Home visiting programs

> Examples:
* HTN Peer-to-Peer Learning Collaborative
* Ql Change Packages
CHT resources (e.g. tobacco cessation,
nutrition & physical activity coaching, diabete

f management
> Focus: Address complex medical & socia

ient resource library in Care Navigator (in
challenges by clarifying goals of care,

ress)
developing action plans, & prioritizing tasks

» 6% of the population » 10% of the population

» Focus: Active skill-building for chronic
condition management; identify &
address co-occurring SDoH

> Examples: > Examples:
¢ Complex care coordination: lead care Embedded mental health in primary care

coordinator, shared care plans, care i * SDoH screening (e.g. food insecurity in/out
conferences patient peds; VT Self Sufficiency Outcomes
¢ Community Ql projects on hospice utilization ‘ Matrix for patients with complex CC needs)

* Provider and patient education on palliative Care coordination: coordinate among care
care (e.g. September OCV Grand Rounds) team members; shared care plans;

) M_ydget Check

2018 imvestmern
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Sample Activities Supporting Vermont APM -
Population Health Goals
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A Percent of Adults with Usual Primary Care Provider

0]
0]

Promote primary care connection for VMNG patieatsibuted to specialists
Improve viability of primary care through payment reform

A Deaths Related to Suicide/DeattRelated to Drug Overdose

0]
0]

0]

Embedding mental health services in primary care

Provider education & training: SBIRT, suicide prevention, new VPMS opiate prescribing
requirements & clinical workflows

Expand data sources to refine risk stratification to inform commubpégedcare coordination

A Statewide Prevalence of Chronic Disease: COPD, HTN, DM

0]

0]
0]
0]

Glossary:

VMNG = Vermont Medicaid Next Generation

SBIRT Screening, Brief Intervention, and Referral to Treatméstreening tool)
VPMS = Vermont Prescription Monitoring System

COPD = Chronic Obstructive Pulmonary Disease

HTN = Hypertension (High Blood Pressure)

DM =Diabetes Mellitus (Diabetes)

OneCareVT.org

Diseasespecific panel management through Care Navigator

Conduct Quality Improvement (Ql) Learning Collaborative on Controlling HTN

Develop Ql initiatives on p#dTN and préOM

Community Collaboratives promote local primary prevention (e.g. Rised/303VT Quit Line)

Budget Check
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Social Determinants of Health

\\\\\\\\\

A Complex Care Coordination =
o Shared Care Plans e
o Camden Cards — e e e
o VT Self Sufficiency Outcomes Matrix |~ [ [=F= |[s=a zi=- ——
o0 Plans to add SDoH to risk adjustment al . m»-*“ W‘i“’r ﬁ,;;w"f-f: ==
A Primary Care =

0 Increased screening (e.g. ACES, food insecurity, parental depression)

o Improved coordination of referrals and warhandoffs to continuum of
care and social service providers

A Accountable Communities for Health

Budget Check
—T T ) e V

22



Care Coordination Model

M4% of the population

U FocusMaintain health through preventive care
and communitybased wellness activities

U Key Activities:
A PCMH panel management
A Preventive care (e.g. wellness exams,

\

ﬂ] 40% of the population

U FocusOptimize health and sethanagement o
chronic disease

U Key ActivitiesCategory 1 plus

immunizations, health screenings) (i.e. physical, mental, social needs)
A Wellness campaigns (e.g. health - Category 1: Category 2: ADisease & seffnanagement support*
education and resources, wellness / Healthy/\Well Early Onset/ (i.e. education, referrals, reminders)
: . e (includes Stable Chronic i
classes, parenting education) / unpredictable s . APregnancy education
unavoidable events)

A PCMH panel management: outreaci2/yr)
for annual Comprehensive Health Assessment

KG% of the population

U FocusAddress complex medical & soci
challenges by clarifying goals of care,
developing action plans, & prioritizing tasks'_

U Key ActivitiesCategory 3 plus
A Designate lead care coordinator (licensed)*
A Outreach & engagement in care coordinatio

(at least monthly)*
A Coordinate among care team members*
Assess palliative & hospice care needs*

A
k& Facilitate regular care conferences *

OneCareVT.org

. Complex/High Cost
"\ Acute Catastrophic

LOWRISK = MEDRISK
VERYHIGHRISK = HIGHRISK |
.~ U 10% of the population
Ll < Cateqgory 3: {i FocusActive skillbuilding for chronic

16% Lives
40% Spending
89% Multiple Chronic
67% MH Condition

Full Onset Chronic/
lliness & Rising Risk

condition management; address-co
occurring social needs

U Key ActivitiesCategory 2 plus
A Outreach & engagement in care
coordination g4x/yr)*
A Create & maintain shared care plan*
A Coordinate among care team members?
A Emphasize safe & timely transitions of
A SDoH management strategies* j

are

* Activities coordinated via Care Navigator software platform

23



Care Coordination Financial Model Summary =
Budget Check

W
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One time annual payment for intensive

upfront work +I R RPRIPM for LCC

Foci:

ALead Care Coordinator, designated by
the patient

A Activate and engage patients in care
coordination -

A Lead development of patiententered =
shared care plan documented in Care
Navigator

A Facilitate patient educatior& referrals

A Monitor milestones, track tasks and
resolution identified goals & barriers

A Coordinate communication among/care A Contribute to patient-centered

team members
shared care plans
A Plan care conferences o . )
Leve| 2 A Participate in care team meetings,
care conferences, and transitional

PMPM for TearrBased Care care planning
Coordination(Top 16%)

<

Payment for panel management

Foci:

A Assess patienspecific needs &
deploy organizational resources to
support patient goals

Levell: CommunityCapacityPayment

One time annual payment per community. Foci: commuaspgcific workflows; workforce readiness &
capacity development; analysis of community care coordination metrics, gap analysis and remedia

OneCareVT.org 24



Care CoordinatiolengagemeniMetrics

Care Navigator Trained Users

350
300 Patients with an Initial Lead Care
250 Coordinator Identified
= 200 500
100 // % 300
50 O 200
0 ' ' ' ' ' ' ' ' 100
Dec Jan Feb Mar Apr May  June  July
Shared Care Plans Created, 2017 i Jan Feb  Mar Apr | May e July |
35
30 / As of July 1, 2017:
- A 599 patients> 1 care team member
. / A Range: 18 care team members

I

>

3 /
O 15 /

10 —

Jan Feb Mar Apr May June July
OneCareVT.org 25



Community Collaboratives: Showcasing

Community Improvementsn ACTION

St. Albans:

AED utilization
ARise VT
A30-dayall-cause
readmission
ADevelopmental
screening

Burlington:

AHospice utilization

AED utilization

AAdolescent well child
visit rates

Middlebury:

ADecreasingpiate
prescriptions
AED utilization

Rutland:

AAIl cause readmission
ATobacco cessation
ACHF, COPD

Bennington:
ACHF Admissions
AED utilization
AAll-cause readmission

A Care Coordination
OneCareVT.org

Morrisville:
A30-day allcause

readmission

ADevelopmental screening

Newport:

ACOPD
A Obesity

AHospice utilization

Berlin:
AAdverse Childhood
Experiences
ASBIRT
AHospiceutilization
: ACHF

Windsor:

AcCoPD

A Opioid use

management

Brattleboro:

AHospice utilization
ADecreasing post acute LOS
A Carecoordination

- S
my

Clinical Priority Area
Related Projects

1. High Risk Patient Care
Coordination
U 33 projects across 11
HSAs
2. Episode of Care Variation
U 9 projects across 5
HSAs
3. Mental Health and
Substance Use
U 40 projects across 12
HSAs
4. Chronic Disease
Management
Optimization
U 31 projects across 12
HSAs
5. Prevention & Wellness
U 38 projects across 11
HSAs
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